Incidence of aneurysm of the anterior spinal artery is known to be very low and the standard treatment strategy has not yet been established. The author experienced a case of subarachnoid hemorrhage (SAH) caused by the rupture of an aneurysm in the branch of the cervical anterior spinal artery, which was managed conservatively. The patient had end-stage common bile duct cancer and survived for 103 days after onset of the SAH without a re-rupture of the aneurysm. 
INTRODUCTION
An intracranial or spinal subarachnoid hemorrhage (SAH) can result from the rupture of an aneurysm in the anterior, posterior, radicular, or radiculomedullary cervical spinal arteries. Hemodynamic stress caused by arteriovenous malformation and coarctation of the aorta are well-known etiologic factors in formation and rupture of a spinal artery aneurysm.
3)4)6)7)12)16) However, occurrence of an SAH due to the rupture of an isolated aneurysm in the cervical anterior spinal artery is very rare. We report on a case of an SAH that resulted from the rupture of an aneurysm in the branch of the anterior spinal artery in a patient with end-stage common bile duct cancer. We also performed a literature review of relevant cases.
CASE REPORT
A 47-year-old male was transferred to our emergency room in a semicomatose state. Initially, he presented with posterior neck pain that gradually became more aggravated during the transfer. Brain computerized tomography scans showed subarachnoid and intraventricular hemorrhages that were denser in the cisterns around the pons and medulla than in the basal and anterior interhemispheric cisterns (Fig. 1) .
By the next morning, the patient's condition had im-A B proved from a semicomatose to a drowsy state. His family requested further treatment at this time.
We performed an immediate cerebral angiography.
We found an aneurysm in the anterior communicating artery and performed embolization of the aneurysm using detachable coils ( Fig. 2A) . We did not notice a small aneurysm in the branch of the anterior spinal artery until the following day during a review of the angiograms (Fig. 2B) . We expected spontaneous occlusion of the aneurysm; therefore, we decided to follow this aneurysm with cerebral angiography. We took this course of action because the family did not want the aneurysm to be clipped. In addition, we believed that endovascular treatment carried the risks of both parent artery occlusion and additional hemorrhaging.
On the sixth day of hospitalization, follow-up cerebral angiography showed that the aneurysm was still present in the anterior spinal artery branch with a small filling defect in the aneurysm sac (Fig. 3A) .
Therefore, we decided to continue to follow the aneurysm with cerebral angiography. Due to progression of the patient's end-stage common bile duct cancer, his condition slowly worsened. We performed a final cerebral angiography on the 23rd day of hospitalization.
The angiograms showed no significant interval change in the aneurysm from previous examinations ( In contrast, all patients who were treated with embolization, surgical resection, or aneurysm clipping re- 
